Oti examnination.-Extreme rigid kyphosis with list to right. Marked abdominal furrow with distension below site of subcostal constriction (figs. 1 and 2). Hip and knee-joint movement reasonably good. Some limitation of shoulder-joint movement. X-ray shows "bamboo spine" in cervical, dorsal and lumbar regions. Wedging of D.10 and tendency for D.9 to slide forward on D.10 and D.10 on D.11 ( fig. 3 Previous treatment included vaccine therapy, 55 treatments of wide-field X-ray therapy between August 1943 and December 1947; 12 doses of thorium X and 8 doses of gold sulphide.
When patient was standing erect the upper part of dorsal spine was almost horizontal. A little movement had been retained in upper cervical spine; complete rigidity in dorsal and lumbar spine. Chest expansion J in. Movement in hip and knee joints retained.
10.1.49: Osteotomy of spine at 3-4 lumbar level. Correction of about 30 degrees obtained.
Post-operative recovery uneventful. Now ambulant in plaster jacket.
Comminuted Fracture-Dislocation of the Shoulder: Result Seven Years After Excision of Fragments and Treatment on Abduction Splint.-L. S. MICHAELIS, M.D. In an earlier paper (1944, J. Bone Jt. Surg., 26, 363) 1 reported on two patients with comminuted fracture-dislocation of the shoulder, who, after excision of fragments, suture of muscle-stumps and after-treatment on an abduction splint, showed very little disability.
Since then thc older man has died of intercurrent disease aged 74. This is a report on the other patient, now aged 64, who returned to work as a gardener two months after operation and who, for the last few years, has earned up to £7 a week as a plasterer's labourer.
He has had no pain or disability although his work involves heavy lifting. Range and power of movement in the shoulder is full although partly achieved in an unorthodox manner. On abduction of the arm the upper end of the humerus undergoes painless subcoracoid dislocation. With the arm hanging free it stands, a new head functionally, opposite the glenoid cavity.
Rotation is well controlled, in fact there is no flailness; the result might be called an arthroplasty of a non-weight-bearing joint with minimum instability.
There is little doubt that no other form of treatment could have proved equally satisfactory.
Comment.-Once more it should be emphasized that simple and comminuted fracture-dislocations of the shoulder demand different treatment. In simple cases attempts at reduction or, if these fail, open reduction or arthrodesis are justified although it may be doubted whether the result, both as to painlessness and usefulness, would warrant them. In comminuted cases-the full degree of comminution is not easily recognized on X-ray films-closed reduction is dangerous to vessels and nerves and senseless because of the certainty of avascular necrosis. Arthrodesis, with the upper 2 in. of the humerus shattered, is impossible. It has to be remembered that comminuted fracture-dislocation differs entirely in its mechanism from the simple form. It is due to direct impact ( fig. 1) Excision of fragments is easy to perform. If flailness is to be avoided, the drag of the weight of the arm has to be relieved by an abduction splint for several weeks (figs. 3 and 4). A concentric short scar will form, supported by strong muscles which should be trained for work at a shortened range by early faradism and active contractions.
